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Abstract
Background The competence of the person delivering person-to-person behaviour change interventions may influence the
effectiveness of the intervention. However, we lack a framework for describing the range of competences involved. The objective
of the current work was to develop a competency framework for health behaviour change interventions.
Method A preliminary framework was developed by two judges rating the relevance of items in the competency framework for
cognitive behaviour therapies; adding relevant items from reviews and other competency frameworks; and obtaining feedback
from potential users on a draft framework. The Health Behaviour Change Competency Framework (HBCCF) was used to
analyse the competency content of smoking cessation manuals.
Results Judges identified 194 competency items as relevant, which were organised into two domains: foundation (12 compe-
tency topics comprising 56 competencies) and behaviour change (12 topics, 54 competencies); several of the 54 and 56
competencies were composed of sub-competencies (84 subcompetencies in total). Smoking cessation manuals included 14
competency topics from the foundation and behaviour change competency domains.
Conclusion The HBCCF provides a structured method for assessing and reporting competency to deliver behaviour change
interventions. It can be applied to assess a practitioner’s competency and training needs and to identify the competencies needed
for a particular intervention. To date, it has been used in self-assessments and in developing training programmes.We propose the
HBCCF as a practical tool for researchers, employers, and those who design and provide training. We envisage the HBCFF
maturing and adapting as evidence that identifies the essential elements required for the effective delivery of behaviour change
interventions emerges.
Keywords Professional competency . Behaviour change interventions . BCTs . Behaviour change techniques . Training
Introduction
The importance of behaviour in determining health outcomes
has led to the development of behaviour change interventions
designed to improve outcomes by changing the behaviour of
people in general, clinical populations, or healthcare profes-
sionals. Behaviour change interventions take many forms, and
the competencies required to deliver these different forms of
intervention are likely to differ widely; for example, deliver-
ing a self-help weight management leaflet requires a lesser
level of competency than that required to change dietary and
sedentary behaviours in a morbidly obese diabetic patient.
Furthermore, behaviour change interventions are delivered
by health professionals from a variety of disciplines and in a
wide range of settings [1]. Practitioners trained in these disci-
plines may vary greatly in how competent they are to deliver
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behaviour change interventions. They have different training
and, while there is likely to be some shared competencies over
different disciplines, there is no framework for describing
these competencies. In this paper, we focus on behaviour
change interventions delivered person-to-person to individ-
uals or small groups and outline the pragmatic development
of a framework of the competencies involved in their delivery
by health or other professionals. Interventions using other,
non-personalised, modes of delivery [2, 3] are also effective
in achieving behaviour change [4] but require other compe-
tences outside the scope of the current paper.
The competency of the person delivering an interventionmay,
in part, determine its effectiveness. Meta-analyses of behaviour
change interventions frequently note heterogeneity in the find-
ings and explore possible sources of this heterogeneity [5–8].
The availability of an agreed taxonomy of behaviour change
techniques (BCTs) means the role of BCTs in this heterogeneity
can be explored and effective BCTs identified [9]. Unfortunately,
there is no standard method of reporting the competency of the
persons delivering the intervention and it is therefore difficult to
ascertain whether this might also explain at least some of the
variance in outcomes from behaviour change interventions.
That said, there is evidence that the quality of delivery of behav-
iour change interventions impinges on their effectiveness;
Lorencatto and colleagues found that smoking cessation inter-
ventions were more effective if the person delivering the inter-
vention ensured that goal-setting was delivered well, but, while
they described effective delivery, they did not offer guidance on
how to achieve this quality [10]. Several studies also note that
interventions may be more effective when delivered by a partic-
ular profession: for example, Hartman-Boyce found that weight
loss programmes were more effective if a dietician was involved
in delivery [11]. On the other hand, An et al. (2008) found that
having more than one profession involved was important for
success in smoking cessation [1]. It is plausible that having more
than one profession involved ensured a wider range of
competencies.
The importance of the competency of the person delivering
an intervention is increasingly recognised. The TIDieR check-
list for the reporting of interventions [12] requires the descrip-
tion of the theoretical processes employed in an intervention,
the behaviour change content, and the multiple requirements
for its delivery. TIDieR requires not only a description of the
person delivering the intervention but also a description of any
specific training given. Behaviour change interventions have
been described as having two broad components, behaviour
change techniques and form-of-delivery, i.e. the way the in-
tervention is delivered [13, 14], which includes professional
competencies such as communication style [15]. The impor-
tant role of interpersonal competencies in behaviour change
interventions is increasingly recognised [16] and some have
even suggested that interpersonal style might best be consid-
ered a behaviour change technique [17].
Competency-based training and assessment is used by a vari-
ety of health professions but some of these competencies may be
specific to a particular profession. However, behaviour change
interventions are delivered by a wide range of disciplines and we
therefore need a framework that works across disciplines. Based
on consultationwith awide range of disciplines andwith national
policy-makers responsible for health-related behaviour change,
and on our experience, (a) in research on behaviour change in-
terventions including delivery and evaluation in randomised con-
trolled trials, (b) in practice, both in delivering and in managing
staff delivering person-to-person behaviour change interventions,
and (c) in policy as advisers to national policy-makers and civil
servants tasked with implementing policy, we propose that such
a framework might serve the following purposes:
& Implementation: More precise reporting of competencies
of individuals delivering behaviour change interventions
and therefore more accurate implementation of effective
behaviour change interventions.
& Evidence synthesis: Analysis of the impact of competency
on effectiveness of RCTs and in evidence synthesis
resulting in better analyses of sources of heterogeneity of
results.
& Competence across behaviours and contexts :
Identification of generic competencies that are relevant
for changing a wide range of behaviours to inform the
movement of staff competent in delivering behaviour
change interventions for one behaviour or context to trans-
fer to delivering behaviour change interventions effective-
ly for a different behaviour or in a different setting.
& Competencies for behaviour change interventions of dif-
ferent complexity: Identification of competencies needed
for behaviour change interventions of increasing degrees
of complexity to allow the possibility that staff with lower
levels of competence may deliver simple behaviour
change interventions while ensuring that complex inter-
ventions are only delivered by more competent staff.
& Job descriptions: Specification, by employers, of the com-
petencies required for particular roles and potential em-
ployees able to choose jobs matched to their own
competencies.
& Staff selection: Appointment of staff with appropriate com-
petency to deliver behaviour change interventions through
the assessment of the competences of available candidates.
& Training needs: Specification of training needs for staff
delivering behaviour change interventions so that individ-
uals can find appropriate training opportunities or can by
guided to such resources by their career guidance
personnel.
& Training programmes: Specification of the necessary
components of training programmes to ensure that the full
range of competences are addressed and at the level of
complexity appropriate for the staff being trained.
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We therefore aimed to develop a behaviour change in-
tervention competency framework to be used in assessing
competency to deliver behaviour change interventions by
practitioners working directly with clients and patients.
This work was undertaken while the authors were on
secondment with the Health Directorate of the Scottish
Government. It forms a pragmatic response to the
expressed need of the Health Directorates (including poli-
cy leads for alcohol, smoking, obesity, and drugs) for such
a competency framework. Our aim was to develop a
working framework that could be updated as required,
e.g. through the inclusion of additional competencies and
the removal of unnecessary competencies, as additional
evidence of the competencies needed to deliver behaviour
change interventions accumulates.
It might appear desirable to conduct a content analy-
sis of competence requirements cited in published re-
ports of behaviour change interventions; this proved im-
possible as, while these reports sometimes made refer-
ence to the disciplines of those delivering the interven-
tions, they made little reference to competences re-
quired. We therefore took as our starting point the
existing competency framework which was nearest to
our requirements of describing competence to deliver
behaviour change interventions in a person-to-person
context, the CBT competency framework for depression
and anxiety disorders [18]. CBT was derived directly
from behavioural therapy, where the target was to
change behaviour directly. The CBT competency frame-
work reflects this and deals with both personal psycho-
logical change and behaviour change in interventions
delivered person-to-person. Nevertheless, since the
CBT framework was planned for use in interventions
where behaviour change may not be required, and its
constituent techniques for change have a psychological
focus, e.g. Socratic questioning, the structure and focus
of the framework required adaptation to be suitable for
behaviour change interventions.
The aims of this study were to:
1. Develop a health behaviour change competency frame-
work based on the CBT competency framework.
2. Illustrate the use the framework to analyse the competen-
cy content of behaviour change interventions, using
smoking cessation manuals as the example.
Method
The research was conducted as two studies, which matched
the two aims.
Study 1: Development of a Health Behaviour Change
Competency Framework Based on the CBT
Framework
The development of the framework involved four phases: iden-
tifying relevant items from the CBT competency framework;
identifying additional items from literature (research reports and
trainingmanuals) and experts in the area; structuring the resulting
items; and obtaining and incorporating feedback from
stakeholders.
i. The CBT competency framework consisted of five com-
petency domains [18]. Two registered health psycholo-
gists (DD and MJ) independently classified each of the
CBT domains as relevant or not to behaviour change in-
terventions. The individual competencies within each be-
haviour change intervention relevant domain were then
each judged as relevant or not relevant to behaviour
change interventions delivered person-to-person, to an in-
dividual or in small groups. Agreement was assessed using
intraclass correlation coefficient two-way mixed model
with measure of consistency, to give the equivalent to
Cohen’s weighted kappa [19] and then disagreements
were resolved by discussion.
ii. The resulting list of competencies was developed and
expanded in an iterative process. Additional competen-
cies relevant to health behaviour change were identified
by consulting systematic reviews [7, 20–23] of behaviour
change interventions and health psychologists working in
the area of behaviour change (members of the British
Psychological Society Division of Health Psychology –
Scotland). Of particular importance was the need to in-
clude competency to deliver behaviour change techniques
(BCTs)1 [9]. A content analysis of a national competency
framework and accompanying training manuals for alco-
hol brief interventions identified generic professional and
basic behaviour change competencies [24, 25].
iii. The list of competencies generated was organised using
the CBT competency framework as an outline structure
in which each competency item was grouped into a com-
petency topic, which in turn were grouped into higher
order competency domains. The structure was adjusted
where the health behaviour change competencies dif-
fered from those for CBT.
iv. A preliminary framework (incorporating a preliminary ver-
sion of the Behavior Change Techniques Taxonomy v1
[9])1 was presented for formal input and feedback to a wide
range of the potential national policy and practitioner users
1 At the time the HBCCF was being developed the BCTTv1 was not yet
finalised and published. Therefore, a preliminary version of the taxonomy
was used to inform judgements about the relevance of competencies to deliver
behaviour change interventions, an important active ingredient of which is
BCTs.
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including the National Scottish Government Department of
Health policy leaders for health improvement (including
policy leaders for healthy living and screening; obesity;
smoking and substance abuse; sexual health; alcohol); the
Head of Learning and Improvement for NHS Scotland;
Programme Director NHS Education Scotland and the sec-
tion head ofNHSEducation Scotlandwith responsibility for
training the workforce to deliver behaviour change; Public
Health Consultants responsible for regional delivery of be-
haviour change interventions from rural and urban health
boards; and health and clinical psychology practitioners
working across three health boards. In addition, the
HBCCF was also presented to a variety of stakeholders
(practitioners and training leads from a variety of health
boards) and feedback received from them regardingwhether
the HBCCF would be useful for them, what aspects would
be most useful, whether the HBCCFwas missing important
information, and whether any aspect of the HBCCF was
unclear. We also consulted health psychology trainees and
health psychology conference attenders (British
Psychological Society Division of Health Psychology –
Scotland Annual Scientific Conference via a plenary pre-
sentation and a structured audience feedback session).
Stakeholders consulted were aware that their responses
would inform the publication of the HBCCF.
v. To facilitate integration with existing competency frame-
works used by UK public sector employees, the compe-
tencies described in the HBCCF were mapped across to
the Knowledge and Skills Framework [26] (KSF). This
was completed by one judge (DD).
Study 2: Illustrating Use of the Framework to Analyse
the Competency Requirements of Behaviour Change
Interventions
The HBCCF was used to analyse the competency content of ten
smoking cessation manuals used in interventions in the UK and
USA and included in a systematic review [22]. Coding was
conducted for each competency topic and grouped by competen-
cy domain by two coders (MJ and DD) independently.
Agreement was assessed using intraclass correlation coefficient.
Results
Study 1
The CBT framework is comprised of five competency do-
mains of which, in the first phase, three were judged to be
potentially relevant to behaviour change interventions name-
ly, generic therapeutic, basic CBT, and metacompetency do-
mains. Two domains were judged to be not relevant, namely
specific behavioural and cognitive therapy techniques and
problem-specific competencies. The behavioural and cogni-
tive therapy techniques domain described general therapy
competencies relevant to the delivery of CBT, for example,
guided discovery and Socratic questioning, applied relaxation,
and applied tension. The problem-specific competency do-
main described competencies required to deliver particular
interventions for specific psychological conditions, e.g.
Resick model of PTSD [27, 28], Beck’s cognitive therapy
for depression [29].
The three domains judged as relevant to behaviour
change interventions describe 31 competency areas; 26
were judged to contain competencies relevant to health
behaviour change (kappa = 1). The 26 competency areas
are comprised of 267 specific competencies of which 152
were identified as relevant (kappa equivalent = 0.74).
Phase ii identified an additional 42 specific competencies.
Some parts of the structure of the CBT framework were
retained and the 194 individual competency items relevant
to behaviour change interventions were structured into
two domains each with 12 topics (see Table 1). Phase iv
feedback did not alter the structure but resulted in
rephrasing some items to aid intelligibility for multiple
disciplines. The resulting HBCCF consists of two do-
mains: foundation competencies organised in 12 topics
with a total of 56 competencies and behaviour change
competencies organised in 12 topics with a total of 54
competencies. The 56 and 54 competencies of the foun-
dation and behaviour change competency domains are
themselves comprised of sub-competencies that make up
the total 194 individual competency items of the HBCCF
(see Table 1).
The full list of competencies within each domain is provid-
ed in the Electronic Supplementary Material (Supplementary
Table 1) but here, we illustrate the contents of a single foun-
dation and a single behaviour change topic (see Table 2).
In order for the HBCCF to be useful to UK public sector
employers, in phase v, the competencies were mapped to the
Knowledge and Skills Framework (KSF), which they use.
Table 3 shows a summary of the mapping between the
HBCCF and the KSF. The detailed mapping of each
HBCCF competency to the KSF is contained in the
Electronic Supplementary Material (Supplementary Table 1).
Study 1 resulted in the Health Behaviour Change
Competency Framework (HBCCF)which was made available
for use in the Scottish National Health Service including being
published on the Government website http://www.
healthscotland.com/documents/4877.aspx.2
2 The HBCCF published by the NHS Scotland contains an early version of the
taxonomy of BCTs. We presented the BCTs to the NHS Scotland in the form
of a 3rd domain to be considered alongside the two competency domains
because BCTs are the active components of behaviour change interventions
that staff need to be competent to deliver.
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Study 2
The competency topics identified in the behavioural support for
smoking cessation manuals are shown in Table 4. Kappa for
agreement was 0.65. Each manual contains a range of compe-
tencies with interventions that delivered individual behavioural
support describing more competencies than the others.
Discussion
The work we describe here has developed and illustrated the
use of a HBCCF.
As outlined in the “Introduction” section, there are many
reasons for needing a competency framework for the delivery
of behaviour change interventions for both research and prac-
tical applications. Nevertheless, there is no agreed method of
developing such a framework. As a starting point, we used a
well-developed framework, based on evidence of effective-
ness, which we considered to be the most closely related to
our current aims as it addressed changes in behaviour and
thinking required to achieve personal change. This was con-
firmed in the first phase of study 1, where there was complete
agreement on the initial judgement carried out at the level of
labels for groups of related individual competencies. This
judgement taskwas very straightforward because the activities
were rather obviously relevant to the delivery of behaviour
change interventions, e.g. ‘knowledge of, and ability to oper-
ate within, professional and ethical guidelines’ or were very
obviously not, e.g. ‘applied tension and applied relaxation’,
i.e. competencies that were very much CBT related. Our task
at this stage was to decide whether each group of competen-
cies was potentially relevant to our purposes. This was a sim-
ple task that resulted in perfect agreement.
We also found substantial agreement that 152 of the indi-
vidual competence items of the CBT framework were relevant
for HBCCF. This level of agreement does not simply reflect
shared working of the two coders as it was conducted inde-
pendently prior to discussion and subsequent stages in devel-
oping HBCCF did not add further competences that might
have been found in the CBT framework.
However, the competencies identified in this waymainly cov-
ered the competencies to reach the point of delivering the active
ingredients of the intervention but did not address competency to
deliver actual BCTs. Thus, it became apparent that a richer
source of active behaviour change methods was required.
Table 1 Foundation and
behaviour change domains and
topics and number of
competencies in each topic
Competency domain topics (number of competencies in each topic)
Foundation Behaviour change
F1: Professional and ethical guidelines (7) BC1: Knowledge of health behaviour and health
behaviour problems (9)
F2: Ability to make use of supervision (4) BC2: Ability to undertake a generic assessment (7)
F3: Knowledge of and ability to work with
difference (3)
BC3: Knowledge of a model of behaviour change and
the ability to understand and employ the model in
practice (4)
F4: Ability to communicate and work with different
individuals, groups and communities (1)
BC4: Ability to agree goals for the intervention (2)
F5: Ability to engage client (8) BC5: Capacity to implement behaviour change models
in a flexible but coherent manner (2)
F6: Ability to work with groups of clients (11) BC6: Capacity to select and skillfully apply the most
appropriate behaviour change intervention method (1)
F7: Ability to foster and maintain a good
intervention alliance, and to grasp the client’s
perspective (8)
BC7: Capacity to implement behaviour change in a
manner consonant with its underlying philosophy (6)
F8: Capacity to adapt interventions in response to
client feedback (3)
BC8: Ability to structure consultations (5)
F9: Ability to manage expectations of the
intervention (3)
BC9: Ability to use measures and self-monitoring to
guide behaviour change interventions and to monitor
outcome (6)
F 10: Ability to deliver information (4) BC10: Health behaviour problem solving (9)
F11: Capacity to structure consultations and
maintain appropriate pacing (3)
BC11: Capacity to manage obstacles to carrying out
behaviour change (1)
F12: Barriers to and facilitators of implementing
interventions (1)
BC12: Ability to end the intervention in a planned
manner and to plan for long-term maintenance of
gains after intervention ends (2)
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The competencies derived from the CBT framework were
classified into two domains. The first, foundation competen-
cies, addresses the knowledge and skills that might be neces-
sary for anyone delivering a person-to-person service, for
example including surgeons and lawyers, as they deal with
the legal ethical and professional frameworks and with the
effective, non-discriminatory communication needed to en-
gage the client and continue to work with them. The second,
Table 2 Competencies included
in illustrative topics within
Foundation and Behaviour
Change Competency Domains
Foundation domain Behaviour change domain
Topic F5: Ability to engage client Topic BC1: Knowledge of health behaviour and health
behaviour change
1. Ability to initiate a discussion about potential
health behaviour problems
1. Knowledge of common health behaviour problems
during assessment and when carrying out
interventions, including knowledge of national
guidelines for health behaviours, e.g. alcohol
consumption limits, recommended physical activity
levels, etc.
2. While maintaining professional boundaries, an
ability to show appropriate levels of warmth,
concern, confidence and genuineness, matched to
client need
2. Knowledge of factors associated with the
development and maintenance of health behaviours
3. An ability to engender trust 3. Knowledge of the usual patterns of health behaviour
problems
4. An ability to develop rapport 4. Knowledge of the ways in which health behaviour
problems can impact on health and functioning
5. An ability to convey an appropriate level of
confidence and competence
5. Knowledge of the usual knowledge and
misinformation that people may have about health
behaviour problems
6. An ability to avoid negative interpersonal
behaviours (such as impatience, aloofness, or
insincerity)
6. Knowledge of main terms and concepts used in
epidemiology and the basis of calculations related to
these terms
7. An ability to adjust the level and structure of the
session to the client’s needs
7. Knowledge of different models, principles and
approaches to preventing risk and threats to
population health
8. An ability to adapt personal style so that it meshes
with that of the client
8. Knowledge of different models, principles and
approaches to improving the health of individuals
Table 3 Summary of the HBCCF
competency topics matched to
knowledge and skills framework
competency dimensions
KSF dimension sub-dimension HBCCF competency topics
Foundation Behaviour change
Core dimension
Communication F1-F10 BC2, BC7, BC8, BC10, BC11
Personal and people development F2 na
Service improvement F1, F2 na
Quality F1 na
Equality and diversity F3 na
Health and wellbeing dimension
Protection of health and wellbeing F1 na
Enablement to address health and
wellbeing needs
F8 BC4, BC7, BC8, BC10
Assessment and treatment planning F12 BC1-BC3, BC5, BC6, BC8-BC11
Interventions and treatments F3, F7-F11 BC1, BC4, BC5, BC6-BC10, BC12
Information and knowledge dimension
Information collection & analysis F1 na
Knowledge and information resources F2 na
na, KSF sub-dimension not applicable to this HBCC competency domain
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behaviour change competencies, deals with knowledge and
skills relevant to delivering services for personal change, in-
cluding assessment and intervention planning before delivery
of active ingredients, i.e. BCTs; some of these competencies
would be relevant for any intervention designed to enable the
recipient to make change while others are more specific to
behaviour change. The foundation and behaviour change
competencies were modified in the third phase of develop-
ment by feedback from potential users but we would expect
this to be a continuing process of modification, including ad-
ditions and removals.
In summary, our approach was to begin with expert con-
sensus and to offer a framework based on this consensus. This
consensus-based framework should be explored and tested by
the wider academic community as well as by those taskedwith
developing, delivering, and assessing training. We recognise
that there is always a decision to be made as to at what point
do you stop any development process and publish the out-
comes of that development, in this case the HBCCF. Our
approach was to be advised by our stakeholders as to when
the framework was at a stage of being credible, acceptable,
and feasible to use by those using it. At that stage, the gov-
ernment published the framework for use via their website.
Here, our aim is to describe the development of the HBCCF
and to make it available for wider scrutiny and evaluation.
The HBCCwas developed using an early version of the BCT
taxonomy that was later published as the BCTTv1 [9]. BCTv1
was considered suitable as it is widely used for describing the
active content of behaviour change interventions. We also antic-
ipate that the HBCCF will continue to require updating as that
taxonomy matures and is informed by additional evidence. We
anticipate improvements to HBCCF with continued use.
Study 2 illustrates how the competencies required for an inter-
vention can be specified leading to the appointment of staff with
the required skills for the specific intervention. In a research con-
text, the HBCCF allows more precise description of the training
and skills of those delivering an intervention as required by
TIDieR under the heading ‘WHO’ [12] and may also assist in
explaining differences in effectiveness between different health
behaviour change interventions. That said, the modest interrater
agreement obtained in the current study indicates that the termi-
nology used to describe competencies could be improved. The
ability to code reliably the behaviour change content of behaviour
change interventions has benefitted enormously from the publica-
tion of the BCTTv1, which provides a shared and agreed termi-
nology for BCTs. This shared language enables the BCT content
of behaviour change interventions to be described with precision
and for that content to be recognised reliably. The development of
an equivalent agreed terminology for competencies to deliver be-
haviour change interventions would undoubtedly be useful.
Other related competency frameworks have been devel-
oped. The NHS Yorkshire and Humber ‘Prevention and
Lifestyle Behaviour Change’ framework [30] describes com-
petencies for a wide range of lifestyle change but only a small
Table 4 Competency topics from the Foundation and Behaviour Change domains used in smoking cessation interventions
Type of intervention Domain
Topic; number of times competencies within each topic are listed in Michie et al. (2011)
Foundation Behaviour change
Individual behavioural support F1 Knowledge of professional and ethical
guidelines; 9
F2 Ability to make use of supervision; 1
F3 Knowledge of and ability to work with
difference; 1
F5 Ability to engage client; 1
F7 Ability to foster and maintain a good
intervention alliance; 3
F9 Ability to manage expectations; 1
F10 Ability to deliver information; 8
BC1 Knowledge of health behaviour and health
behaviour change; 7
BC2 Ability to take a generic assessment; 11
BC3 Knowledge of models of behaviour change
and ability to use them in practice; 1
BC6 Capacity to select and skilfully apply the
most appropriate behaviour change
intervention method; 1
BC8 Capacity to select and apply the most appropriate
intervention method; 1
BC9 Ability to use measures and self-monitoring; 2
Cochrane review of trials of individual support F7 Ability to foster and maintain a good
intervention alliance; 1
F10 Ability to deliver information; 3
BC2 Ability to take a generic assessment; 7
BC6 Capacity to select and skilfully apply the most
appropriate behaviour change intervention method;
1
BC9 Ability to use measures and self-monitoring; 1
Group-based behavioural support F1 Knowledge of professional and ethical
guidelines; 1
F6 Ability to work with groups of clients; 10
F10 ability to deliver information; 2
BC2 Ability to undertake a generic assessment; 3
BC3 Knowledge of models of behaviour change and
ability to use them in practice; 1
BC9 Ability to use measures and self-monitoring; 1
Cochrane review of trials of group-based sup-
port
F6 Ability to work with groups of clients; 3
F10 Ability to deliver information; 1
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part of this framework addresses interventions to change be-
haviour. Unfortunately, the methodology for the development
of the framework is not described in detail; however, many of
the items included overlap with the HBCCF. The competence
framework for psychological interventions with people with
persistent physical health conditions [31] aims to define com-
petencies for work with a more restricted population, dealing
with competencies in working with people with long-term
conditions. As a result, it has some overlap insofar as that
work involves behaviour change but it does not address
change in people without an ongoing clinical condition. It
was developed by discussion and consensus rather than by
the independent content analysis and coding methods used
to develop the HBCCF. However, its development benefitted
from the inclusion of individuals from a variety of disciplines
working with people with long-term conditions, including
practitioners and researchers from general practice, secondary
and tertiary referral, academia, and those responsible for the
training and development of the NHS workforce. It identifies
31 competency topics organised into six competency do-
mains, plus one domain that specifies specific interventions
for people with long term conditions (examples of six CBT-
based interventions and one psychodynamic interpersonal
therapy are provided). Neither of these two frameworks was
developed with reference to the delivery of the active compo-
nent of behaviour change interventions, namely BCTs.
More recently, Public Health England, the national body
responsible for public health in England, has been developing
a behaviour change development framework (https://
behaviourchange.hee.nhs.uk/) for use in training and in
planning developments in health and social care. This
framework has incorporated much of the HBCCF but
additionally has classified competences according to the
different levels of competence that might be required. For
example, the lowest level (‘very brief interventions for
service users with a primarily administrative need’) includes
‘initiate a discussion about health behaviours’which is similar
to HBCCF foundation competence F5.1 ‘ability to initiate a
discussion about potential health behaviour problems’, the
next level (‘brief and extended interventions for service
users with a specific health or social care need’) includes
‘agree goals for the interventions and ensure they are
realistic, attainable, timely and measurable’) comparable
with HBCCF behaviour change competency domain BC4
‘ability to agree goals for the intervention’, and the top-level
(‘high-intensity interventions for service users with primarily
complex behaviour related needs’) includes ‘adapt interven-
tions in response to service user feedback’ which is similar to
foundation domain competency F8 ‘capacity to adapt inter-
vention to client feedback’. At an early stage, HBCCF com-
petences were classified into different levels of intensity of the
intervention (http://www.healthscotland.com/uploads/
documents/4877-Health_behaviour_change_competency_
framework.pdf) but this should be repeated using the
improved definitions of intervention intensity developed by
Public Health England.
Like the NHS Yorkshire and Humber framework, the
HBCCF was created to meet the needs of health service de-
livery. The HBCCF was developed for the Health Directorate
of the Scottish Government. The urgent need for this frame-
work was demonstrated by the willingness of policy-makers,
training designers, and practitioners to engage in the consul-
tation and feedback processes. The HBCCF has been used
widely to develop and implement training on health behaviour
change for health professionals across the UK. For example,
the utility of competency frameworks, with the HBCCF as the
exemplar framework, to structure and evaluate staff training to
ensure their competence to deliver behaviour change interven-
tions has been recognised in national guidance [32]. The
HBCCF is also currently being used by the National Health
Service Education Scotland to develop a behaviour change
training programme for NHS staff and is being used by the
Scottish Diabetes Group to improve the consultation and be-
haviour change skills of health professionals working in the
area of diabetes. The use of the framework at this stage by
training leads simply demonstrates the urgent need for such a
framework. The HBCCF was found to be useful and, crucial-
ly, was available for use when the NHS Education Scotland
needed such a framework. Ideally, more development would
have been beneficial but in practical contexts an adequate
framework is better than no framework and the use of an
explicit framework allows for future improvements in a cu-
mulative manner. The HBCCF also provided an informative
framework during the development of a competency frame-
work for psychological interventions in physical health [31].
In planning further work, we anticipated that the HBCCF
might be useful in self-assessment by practitioners deciding
on training they should undertake or employment they should
seek. We are therefore working on an online self-assessment
of HBCCF competencies. In addition, we recognise that inter-
ventions may require different levels of competence and that
health professionals from different disciplines or at different
stages in their training may require a different level of compe-
tence to deliver behaviour change interventions in their work
context. We are therefore examining competences at different
levels and stages of professional development.
Conclusions
A framework for describing the competencies required to de-
liver health behaviour change is of considerable importance in
both research and practical contexts to ensure that intervention
delivery is both adequate and reportable. We describe the
pragmatic development of the HBCCF for behaviour change
interventions delivered person-to-person based on an existing
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framework (CBT competency framework) and with reference
to an early version of the BCTTv1, amplified by examination
of relevant research and application literatures. The two do-
mains (foundation and behaviour change) describe a compre-
hensive set of competencies which have proved useful in prac-
tical situations and are illustrated here for smoking cessation
interventions. In sum, the HBCCF is a usable, useful frame-
work but one which will be adapted with use.
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